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Informing parents who have (or are about to have) extremely premature infants in the neonatal intensive care unit (NICU) can be challenging. There were two cases of parents who claimed that antenatally they did not receive enough information from neonatologists despite the best efforts of the doctors. 1 Parents are often in a state of shock and may have problems remembering and understanding information given by doctors. Indeed, we found in an earlier study that some parents claimed that they had never been spoken to by neonatologists when in fact the conversation did actually occur and was recorded on audiocassette tapes. 2 Most parents with a premature infant in the NICU are keen to know as much as possible about their baby's condition, treatment, and likely outcome. Parents of babies in the NICU have written cogently about the need for family-centered neonatal care 3 that recognizes the parents and family as the constant in a child's life. Family-centered neonatal care empowers parents with support, respect, and encouragement, thus enhancing their strength and competence. Indeed, our community is becoming better informed about health. There is growing support, and government backing exists for the campaign being waged by consumer lobbies and patient organizations for better health information and for greater involvement in decision-making. 4 Patients want honest, unbiased, up-to-date information about their illness, its likely outcome, and the risks and benefits of different interventions. It is important to have good verbal discussions between parents and the members of the neonatal team. Indeed, 60% of malpractice suits are the result of a breakdown in communication between doctor and patient. 5 To promote family-centered care in the NICU, it is essential that we give parents the opportunity to be aware of the likely problems that their baby may face. In clinical practice, a major problem for parents is not being supplied with consistent and realistic information and advice by obstetricians, midwives, and neonatologists. There are other reasons for poor understanding by parents: poor communication techniques and lack of time in consultations, contradictory messages from different members of the team, poor health of the parents, parent denial, inexperience in terminology, unwillingness to ask questions because of the perception that they are using up the precious time of the doctors, and lack of opportunity to review the information given. 6 
Gestation Versus Outcome Table
We can promote effective communication by ensuring that whatever has been said can be made available for parents to look at again. We have previously proposed a simplified table on the likely outcome of extremely premature babies. 7 It is our belief that, after the conversation with the neonatologist, the parents should, if they so wish, be given an evidence-based table of the likely outcome of babies at different gestations. We now have constructed a second "gestation versus outcome" table based on information obtained from babies of Ͻ29 weeks' gestation born in 1996 in 50 NICUs (2025 babies of the 1996 cohort, Medical Data Systems in North America, 8 Wayne, PA). This table contains information on the survival rate and short-term complications and treatments of the most recent cohort of extremely preterm babies. The easy-to-understand table provides, in a simple format, the likely nature of the complications occurring at different gestations of extreme prematurity.
We suggest that the following points be communicated orally to parents and also provided in list form concerning the use of the gestation versus outcome table:
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admitted to the NICU. Thus, the survival rate for all babies born is lower, because some babies cannot be resuscitated at birth.
• A reasonable easy-to-remember guide is that the survival rate is ϳ40% for all babies born at 24 weeks' gestation, 50% for all babies born at 25 weeks' gestation, 60% for all babies born at 26 weeks' gestation, 70% for all babies born at 27 weeks' gestation, and 80% for all babies born at 28 weeks' gestation.
• As the baby's situation changes, there will be continuing honest communication between the parents and the doctors/nurses/ other team members.
• Parents should be encouraged to feel comfortable in contacting their neonatologists for further discussions.
• All efforts will be made to insure that the baby is kept comfortable while receiving intensive care.
• Every baby is an individual, and the parents need to realize that their baby may be different from the average. The table informs parents of risk factors that need to be understood within the unique context of the child and family.
• Babies born at Յ25 weeks are at high risk of death, a long tortuous journey, and disability. However, there are some babies born at 24 and 25 weeks who seem to be developing normally.
• For the individual baby, prognosis can change with time. First, they have to survive being born and resuscitated, then the first few hours. If they survive for the first 3 days without major problems, their outcome is generally much better.
• There are situations in which the withdrawal of life support may be appropriate and humane. The views and wishes of the parents are of paramount importance.
• Extremely premature babies who have normal brain scans and who are regarded as normal at follow-up by clinicians may still have cognitive, motor, sensory, emotional, and health deficits.
DISCUSSION
We suggest that other hospitals with large NICUs might create such a table from their own recent data and the database that is most applicable to their population. The individual NICU data could be incorporated into our table so that parents can compare with a larger cohort of babies. We appreciate that each parent has unique individual preferences. Some may want every bit of information about their situation, others may not. For some parents, their own previous life experiences might have more bearing on decision-making than the numbers that we supply them with whether by way of booklets, tables, videos, or web sites. Neonatologists should initially counsel parents regarding the likely outcome and subsequently ask for their consent to be provided with such a table. The neonatologist should document the date, time, and duration of the conversation, the names of the parents, the people present during the conversation, and the key points shared with the parents. A copy of the completed form with the table is then given to the team member in charge of the parent/baby for insertion into the patient's file. The table may thus promote consistency in the information given to parents by different members of the perinatal team. It is also important to evaluate the usefulness and use of such a table by documenting the views of parents and health care professionals with regard to such an aid and undertaking to improve the table. 
